paralysis and mechanical ventilation to produce cerebral vasoconstriction by reducing arterial carbon dioxide levels to 3.5-4 kPa (26-30 mmHg); barbiturate therapy utilizing phenobarbitone or thiopentone to control seizures and decrease cerebral metabolism, and frequently steroid therapy such as dexamethasone. During acute pressure spikesin excess of 25-30 mmHgmanual hyperventilation is used and a small bolus dose of mannitol is given if an immediate effect is not seen. Direct removal of CSF may be useful if an intraventricular catheter is in situ.
Care should also be taken in the degree to which these measures are applied in children. Excess fluid restriction may lead to intravascular coagulation especially if plasma osmolality exceeds 320 mosmol/kg. Barbiturate levels should also be measured as the dose response in children is variable, especially in those who may have compromised liver function. Excessive levels can affect neurological signs to the extent that these appear worse than they really are and this obviously has important implications for acute treatment, subsequent management and especially the assessment of prognosis.
ICP monitoring usually has to be continued for several days before pressure spikes and evidence of elevated ICP disappear, which depends on the underlying pathology. When pressure has stabilized the therapeutic manoeuvres should be withdrawn cautiously as rebound can occur. There is no doubt that this treatment can positively affect and often lead to contfol of raised ICP in children in the acute phase of illnesses where this is a complication. The exact role of this intensive treatment and its effect on eventual neurological outcome, particularly in the non-surgical conditions, has yet to be fully evaluated. Careful long-term follow-up studies are therefore still required in order to assess the ultimate prognosis for this group of children;.-
R Dinwiddie
Counselling in general practice Within the last 10 years an increasing number of counsellors have been recruited into primary health care teams. This has partly resulted from a desire to treat patients who have anxiety and relationship problems without prescribing tranquillizers. Many doctors feel that they do not have the skills necessary to carry out this work.
Counselling, as carried out in general practice, is not a uniform process. The meaning of the word has changed in history. The word as used by the Pilgrim Fathers on their journey to America on the Mayflower meant 'giving advice' (Milne 1984) . The meaning is now more often defined as 'a process that enables an individual to make his own choices and to live his own life without being more dependent than he wants to be on the decisions of others' (Murgatroyd 1983) . The different forms of counselling have been summarized as: behavioural counselling which is concerned with modifying behaviour from the unacceptable to -the acceptable; humanistic counselling which is concerned with the development of personal growth and human potential; rational-emotive counselling which is concerned with the way in which people worry about being worried; Rogerian counselling which is non-directive counselling, using the attributes of empathy, warmth and genuineness (Garfield & Kurtz 1974) .
As a consequence of these different forms of counselling, those who carry out the process are drawn from different professional backgrounds and have different relationships within the primary health care team. There are several reports of clinical psychologists working as counsellors within general practice using largely behavioural methods (Ives 1979 McPherson & Sutton 1981 , Kincey 1974 , Earll & Kincey 1982 , Freeman & Button 1984 . Although in many of these reports the clinical psychologist had a regular long-term commitment to the general practice, the Trethowan report (1977) saw the position of the clinical psychologist as being hospital-based and employed by the then Area Health Authorities.
This might act as a constraint to their full integration within the primary health care team. Other professionals working as counsellors within primary care are social workers (Cooper et al. 1975 , Graham 1982 , marriage-guidance counsellors (Waydenfeld & Waydenfeld 1980 , Martin & Mitchell 1983 , and a nurse with a diploma in counselling (Anderson & Hasler 1979) . In the case of marriage-guidance counsellors and social workers, the counsellors' major committment may also be outside the primary care setting. In two reports the counsellor was employed and paid as a full member of the professional staff of the primary health care team (Martin & Mitchell 1983 , Anderson & Hasler 1979 .
Access to the counsellor is usually by referral via the general practitioner, and the role of the counsellor is usually seen as directly treating the patient. The Trethowan report (1977) raised the problem which appears unresolved of where the final medical responsibility for the patient receiving counselling rests. This poses a particular problem where the counsellor believes that the contract of counselling involves a measure of confidentiality that even the GP may not be told all that transpires in the counselling session. In some reports a further role of the counsellor is perceived as training the doctors in the practice in simple problem-orientated psychotherapeutic skills (Freeman & Button 1984 , Pendleton et al. 1984 ). Even where this training is not formalized, it has been suggested that doctors are sensitized to patients' emotional needs by having a counsellor working in the practice (Marsh & Barr 1975) .
The rationale of treatment varies in the various reports of counselling, largely according to the training of the counsellor. Social workers use social casework (Cooper et al. 1975 ), whereas clinical psychologists use behavioural psychotherapy, anxiety management techniques, and social skills training (Koch 1979 , France & Robson 1982 . Group therapy sessions are also used by some workers (Anderson & Hasler 1979) . Many of the marriage-guidance counsellors use a Rogerian mode of counselling, facilitating self understanding in patients by mirroring back to the patients their own understanding, and reshaping their thoughts and feelings with them in a non-directive dialogue (Rogers 1942 (Rogers , 1961 .
When considering a process that is carried out by such a diversity of professionals using equally diverse therapeutic interventions, it is very difficult to measure effectiveness. Many papers report that patients appreciate the service (Freeman & Button 1984 , Waydenfeld & Waydenfeld 1980 , Martin & Mitchell 1983 . However, assessment of the outcome of counselling by the helper and the helped is a poor indicator of the effectiveness of this service (Ives 1979 , Ashurst 1979 . A comprehensive survey of publications on counselling up to 1981 where a measure of effectiveness was made has been produced by Wyld (1981) . Many of the publications reviewed in this paper and those produced since are not fully comparable, and many have not used controls. Two of the measures of effectiveness used by many workers are the consultation rate with the doctor, and the prescription rate of psychoactive drugs. In most surveys both of these variables decreased when a counsellor was included within the practice team. However, several of the studies covered less than one year. In the study by Waydenfeld & Waydenfeld (1980) the prescription and consultation rate was surveyed for six months before and after counselling. This period was three months in Anderson & Hasler's study (1979) . The latter authors recognized that the short follow-up period may have produced a bias in their results; six months after the survey 12 patients who had not been taking drugs when the figures were collected were again taking medication. In the author's practice, there was no difference in consultation rate one year after counselling and the prescription of psychoactive drugs rose (Martin & Martin 1985) ; this was largely accounted for by very frequent prescription of drugs to 4 patients. Three recent controlled surveys of the effectiveness of counselling have been carried out, all using clinical psychologists as counsellors. Robson et al. (1984) described a beneficial outcome from counselling measured in psychosocial and economic terms which was statistically significant over one year. Earll & Kincey (1982) found no decrease in consultation rate with the doctor, and a decrease in the prescription rate for psychoactive drugs was not maintained over long-term follow up. Freeman & Button (1984), using a six-year follow-up period, concluded that although there was a marked reduction in the consulting and psychotropic drug prescription rates in the six months after treatment, no benefit had been demonstrated from individual therapy by clinical psychologists after allowing for the natural history of the conditions which had prompted referral to the counsellor.
Anxiety has been expressed on several scores about counselling by non-medical personnel in general practice. Some doctors feel that counselling is an integral part of general practice and that it is wrong to allocate it to a 'specialist' (Milne 1983) . Others express frustration about the inability of workers iTi this Iiekd to prove that counllng is effective (Irvine 1983) . It has been su t that if the renefit from counseThing is indeed a short-term one, the reason may be that patients defined as needing counselling may have their -need met in a variety of ways (Martin & Martin 1985) . If this need is met by contact with a counsellor, then their need for contact with a doctor and consumption of drugs may decase. Rather than effecting a 'cure patients' needs are simply met in a different way. It has yet to be proved that this way is better, cheaper or, in the long run, more effective.
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